e performed a randomised, prospective trial in 111 patients with intertrochanteric fractures of the hip comparing the use of the Gotfried percutaneous compression plate (PCCP) with that of the classic hip screw (CHS). Blood loss and transfusion requirement were less in the PCCP group but the operating time was significantly longer. The complication rate after operation was similar in both groups, and at a minimum follow-up of six months there was no difference in the rates of fracture healing or implant failure. The PCCP gives results which are similar to those obtained with a conventional device. Its suggested advantages seem to be theoretical rather than practical and, being a fixed-angle implant, it is not universally applicable.
There are a number of implants which are available for the fixation of intertrochanteric fractures of the hip but those with some form of sliding screw remain the most widely used since they facilitate a degree of controlled collapse at the site of the fracture.
A recently introduced device, the percutaneous compression plate (PCCP), offers the possibility of stabilising these fractures with minimal exposure and periosteal stripping while preserving soft-tissue cover. Theoretically, this should provide an optimal biological milieu for union of the fracture with fewer wound problems. The PCCP consists of a plate of fixed length with three cortical shaft screws and two dynamic neck screws at an angle of 135°. These separate implants are inserted by way of two small percutaneous portals and assembled within the patient. Biomechanical analysis has shown that the compression, bending and torsional strength of the PCCP are comparable with those of conventional fixation. 1 We present a comparison of this new device with the more conventional classic hip screw (CHS).
Patients and Methods
A total of 119 patients with an extracapsular fracture of the neck of the femur presented to Harrogate District hospital over a period of 19 months (Fig. 1) . Four with pathological fractures and four with subtrochanteric fractures and intertrochanteric extension were excluded. This left 111 patients details of whom are given in Table I . The choice of implant was determined at the induction of anaesthesia by opening of a sealed envelope. The fractures were classified as stable or unstable according to the method described by Evans 2 and modified by Jensen. The preoperative haemoglobin level and the mental status of the patients were noted. Surgery, as described below, was performed under general or spinal anaesthesia. Perioperative antibiotics were given and anti-thromboembolic stockings were worn.
The procedures were performed by three experienced surgeons who had been instructed in the use of the PCCP by its inventor before embarking on this project. The first two cases performed by each surgeon were considered to be the 'learning curve' and were not included in the study.
The duration of the procedure, screening time, blood loss and any technical difficulties encountered were recorded. The postoperative haemoglobin level, drainage and transfusion requirements were noted and differences between the groups analysed using the chi-squared and Student's ttests.
The postoperative rehabilitative regime was identical for the two groups with the physiotherapist being unaware of the type of fixation. All patients sat out of bed on the first or second postoperative day, depending on their medical condition, and walked fully weight-bearing with a walking frame. They used walking sticks as soon as their condition allowed.
Paracetamol, Co-codamol and diclofenac were the only analgesics prescribed after operation. All the patients attended for review at approximately six weeks and three and six months after surgery. Operative technique. All patients were placed in a supine position on a fracture table. The fracture was reduced under radiographic control. Those randomised to receive the conventional CHS (Richards Inc, Smith & Nephew, Memphis, Tennessee) were operated upon via a standard lateral approach according to the manufacturer's instructions. In those who had fixation by a PCCP (Efratgo Ltd, Hi-tech Biosurgical, Kiryat Bialik, Israel) an incision 2 cm long was made laterally at the level of the lesser trochanter. The plate, assembled on a jig, was introduced through this incision along the lateral shaft of the femur. An incision 2 cm long was then made more distally through which a clamp was introduced to hold the plate on to the shaft. The position of the plate was adjusted so that placement of the guide-wire would pass as close as possible to the calcar on the anteroposterior view and into the centre of the head and neck on the lateral radiograph. The clamp was tightened to secure the plate firmly against the femoral shaft and the guide-wire driven to within 5 mm of the subchondral bone. After reaming to the appropriate depth two dynamic neck screws were introduced through the plate followed by three cortical screws into the shaft (Fig. 2) . Both wounds were closed over one suction drain.
Results
Seventeen patients died. Of the remainder, none was lost to follow-up.
Technical difficulties were encountered in three patients in the PCCP group. In one there was excessive varus and in another valgus of the neck-shaft angle after reduction. The third had increased anterior bowing of the proximal femur. Since the PCCP is a fixed-angle device at 135° it proved to be unsuitable for these patients and a CHS was successfully inserted using a conventional open technique. The data on these patients were collected separately as shown (Tables II  to IV) . Table II gives the mean operating time, screening time, blood drainage, postoperative decrease in haemoglobin, transfusion requirements and duration of stay in hospital.
The transfusion requirement and postoperative fall in haemoglobin appeared to be less in the PCCP group. Conversely, the duration of surgery was significantly less in the CHS group (Table II) .
There was no significant difference in the postoperative requirement for analgesia and the complications after operation were similar in both groups (Table III) . There were two 'cut-outs' in the CHS group within six months which were revised to intramedullary fixations. There was one failure in the PCCP group when the lower neck screw disengaged from the plate at four months. It was reinserted satisfactorily.
A discrepancy in limb length sufficient to require a heel raise of 1 cm was seen in two patients in the CHS group and in one in the PCCP group. The mortality rate was the same in both groups (Table IV) .
Discussion
The advent of percutaneous techniques has had a profound effect on the practice of surgery in general, with reductions in the length of hospital stay, reduced wound problems and improved cosmesis. The operating time, however, particularly during the learning period is longer than that in conventional open operations. It has been suggested that a percutaneous dynamic screw-and-plate system would benefit patients undergoing fixation of intertrochanteric fractures of the hip.
Our study has confirmed that the operating and the screening times were slightly longer with this new technique compared with the conventional procedure. Cosmesis was improved, but there was no benefit with regard to the length of stay in either the acute orthopaedic ward or the rehabilitation unit. It is our impression that the patient's premorbid physical and mental profiles determine the ultimate rate of rehabilitation, and that the choice of implant is of secondary importance providing it allows stable fixation with controlled collapse at the site of the fracture. The reduced transfusion requirement was less than predicted and was approximately 30 units lower in the PCCP group than in the control group. Although this was of relevance to the hospital as a whole, it barely reached statistical significance when analysis was performed on the individual patients.
Improved cosmesis may be of some relevance when dealing with a younger patient, but in our study the youngest patient was 53 years of age and the mean age over 82 years. It would seem that enhancement of cosmesis is of minor importance in consideration of devices for use in this type of surgery for fracture of the hip.
Our study was performed on a relatively modest number of individuals and no patient-focused assessment measures, analysis of gait or determination of long-term function were undertaken. It was considered to be unlikely that new, clinically relevant results would be recorded after union had occurred and follow-up was therefore restricted to a six-month period.
Although it would appear that the PCCP gives results which are broadly similar to those obtained using a more conventional dynamic device inserted by an open technique, it is not universally applicable since it remains a fixed, one-angle implant. Its perceived advantages seem to be theoretical and, in our study at least, no practical benefit was associated with its use. We cannot therefore recommend its widespread introduction at this time.
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